Perforating Gastric ULCER.WITH Recovery After Operation. by Goodwin, J. J.
The diagnosis of appendicitis was made and consultation
asked for. Drs. Simons and Morton of Bay City were called
and concurred in the diagnosis. At 10 o'clock p. m. the pulse
was 125 and very weak. Patient complained of being cold, and
bottles of hot water and more bedclothes were added. This
chilliness lasted throughout the night. On the morning of
February 22 at 6 o'clock, every preparation for operation hav¬
ing been made, patient was examined and it was found that
¿here was tenderness over the entire abdomen, more sensitive
in the appendiceal region. Pulse 120, temperature 103, res¬
pirations 30.
On account of an apparent amelioration of the symptoms
operation was deferred. Throughout the day the temperature
ranged between 103 and 103.6 F., pulse ll2 to 120, respirations
30. Patient complained of headache continuously. Rested well
through night until 4 a. m., February 23, when I was called
and found her suffering with severe pain in right side under
nipple. Temperature 103.6. Chilliness had just preceded this
pain. The right lower lobe was found to be involved in a pneu¬
monic process, which ran a characteristic course and terminated
by crisis on afternoon of February 27, the seventh day from
the first onset of the illness.
Comments.—The interesting features of this case were the
entire absence of all signs pointing to any lung involvement
until the third day of illness. The absence of cough and pec¬
toral pain had led me away from the chest to the abdomen,
Avhere I felt secure in my diagnosis of appendicitis. The fre¬
quency of the respiratory rhythm, which I had first noticed, if
it had persisted, would have aroused my suspicions finally
sufficiently to have caused me to search for an explanation in
the lungs, though my subsequent conviction was and still is
that the most searching examination would have revealed noth¬
ing of note in the lung prior to February 23, Avhen the chill
and pleuritic pain directed the attention forcibly to the chest.
Whether or not the pneumonic process initiated the attack,
as the date of the crisis would seem to indicate, I am not pre¬
pared to say, but the absence of the well-known signs, viz.,
pleuritic pain, cough and rusty sputum, almost inseparable
from lobar pneumonia, led me to forget the entity of this proc¬





History.—The child was born after normal labor June 4,
1902. Parents healthy. No enlargement of cranium Avas no¬
ticed till third day, Avhen a marked enlargement was found(goose-egg size), in the right parieto-occipital region. The
base was broad (3 in.) and circular. The tumor was non¬
reducible.
Treatment.—After the part was shaved, I applied pressure
over the whole area by means of collodion and threads of ab¬
sorbent cotton. The dressing was extended well over the side of
the tumor so as to have a firm hold. The contraction of the col¬
lodion exerted a constant pressure which could not be dis¬
placed as the ordinary bandage could. The tumor was re¬
dressed every day, dissolving the collodion over small area, by-
applying sulphuric ether, and reapplying dressing immediately,
continuing the process till the whole area was redressed.
The recently applied collodion contracting, the encephalocele
was reduced to half original size in ten days. At this time
the collodion cracked, and when I saw the child again the tumor
was larger than originally. Carefully continuing treatment
for six weeks, dressing three times a week, it was again greatly
reduced, when the irritation of the collodion made necessary a
change. A piece of gauze large enough to cover it was drawn
tightly over the tumor and fastened at the edges with collodion,
some pressure being exerted by the hand till the collodion dried.
This dressing was changed once a week for a month, the tumor
being reduced a little each time. It was then no longer neces¬
sary, as the parieto-occipital suture had closed, leaving a
slight amount of thickening at the former site of tumor.
Results.—The tumor disappeared in two months' time. This
was not due entirely to treatment, but I believe that if the tu¬
mor had not been reduced the suture could not have closed.
This dressing is more to be relied on than bandages, which are
prone to slip and become loose, and are hot and uncomfortable.
If carefully applied, the size of tumor can be controlled with¬
out pressure effects.
The child walked at 11 months and now, at 23 months of
age, is able to talk a little. There has been apparently no ef¬fects from the tumor. The case was seen by two other physi¬
cians, one of whom advised excision, which was agreed to, but
was subsequently found unnecessary.
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H. K., aged 22 years, previous to March 6, 1904, never had
any stomach symptoms. He occasionally used alcoholic stimu¬
lants. For his supper the evening of March 5 he ate a quan¬tity of baked beans, and at 1 a. m., March 6, he indulged in
another meal of baked beans. The second meal did not taste
right and he was taken sick and vomited in a few minutes
after eating it. This was followed by severe abdominal pain,
and pain in both shoulders. I saw him two hours later, when
he was having considerable pain, with mucus vomiting. An
enema that had been administered failed to secure an action
of the bowels. He was tender all over the abdomen; pulse and
temperature were normal. Dr. W. P. Bowers saw the patient
with me, but a positive diagnosis could not be made. Explora¬
tion was urged, and assented to by the family.
Operation.—Eight hours after the appearance of symptoms
we operated. An incision was made for an investigation of
the appendix; it was not normal and was removed. A large
amount of thick, turbid fluid was found. An incision for in¬
vestigating the stomach was then made, and flakes of lymph
and the escape of gas led the way to a perforation on the an¬
terior surface near the pylorus. This we closed by a purse-
string, and reinforced with Lembert sutures; a posterior gas-
troenterostomy by suture was then performed. The abdomen
was thoroughly washed out, the first incision aiding the pro¬
cedure very much. The night of the operation his temperature
rose to 102.4; pulse, 130; respiration, 28. The abdomen be¬
came much distended. Drainage was used for four days. His
temperature reached normal on the sixth day, and in four
weeks the patient was discharged well.
Comments.—I call attention to two points: 1. The absence
of symptoms of ulcer or indigestion previous to the perfora¬
tion. He was surely not a dyspeptic when he would indulge in
a diet of baked beans. 2. The intense pain in the shoulders.
Dangers of Heroin.—Among recent synthetic products none is
more widely used than heroin—an artificial or rather synthetic
morphin salt, which many physicians employ with the idea
that it is a harmless succedaneum for morphin. On the con¬
trary, it has all the dangers of morphin salts in general and
additional dangers of its own. Cohen, writing in American
Medicine, says he has seen suppression of urine and threaten¬
ing coma from small doses of heroin (one-twelfth grain) pre¬
scribed to check cough or relieve pain. Especially dangerous
are the trade preparations containing heroin—the composition
being sometimes expressed in their proprietary titles and some¬
times not. These combinations are widely advertised as cough
syrups, asthma cures, etc. He declares that preparations of
this character should never be used by physicians, who should
be able to make their own combinations with or without mor¬
phin, and adapted to the needs of the individual case before
them. Heroin is one of the most toxic agents of the morphia
group. It has its legitimate uses, uncombined, in small, care¬
fully watched, infrequent doses; but not with the idea that it
is anything else than a morphin salt.
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